The Editor,

A 62-year-old man having a carcinoid tumor involving the left main bronchus planned for a left-sided pneumonectomy. The tumor was arising from the left main bronchus approximately 1 cm from carina. Lung perfusion scan of this patient showed 94.3% perfusion on the right side with upper, middle, and lower lobes contributing 17.5%, 49.2%, and 27.7%, respectively. The left lung contributed to only 5.7% of perfusion. The predicted postoperative forced expiratory volume in the 1^st^ s after a left pneumonectomy was 1.74 L.

After placement of a thoracic epidural catheter and attachment of standard American society of Anesthesiologists monitoring, the patient was preoxygenated, and anesthesia was induced with intravenous propofol, fentanyl, and rocuronium. A right-sided 37 F double-lumen tube (DLT) was inserted under direct laryngoscopy. The position of the DLT was then confirmed by conventional auscultation method and using a pediatric fiberoptic bronchoscope. On auscultation, there was no air entry on the left side and also in the right upper lobe area. On fiberoptic bronchoscopic confirmation, DLT was placed in the right main bronchus which bifurcates into middle and lower lobe bronchus. The right upper lobe bronchus was arising directly from the trachea with a view of carinal trifurcation \[[Figure 1](#F1){ref-type="fig"}\].

![Carinal trifurcation with right upper lobe bronchus arising from the trachea](ACA-23-249-g001){#F1}

The presence of a congenital anomaly of the central airway can be of great significance to anesthesiologist. The most common anomaly is a tracheal bronchus that supplies the right upper lobe and which is reported to be present in 0.1%--5% of the population.\[[@ref1][@ref2]\] Three different types (Type I--III) of anomalies have been described with respect to tracheal bronchus.\[[@ref3]\] Type III variety with carinal trifurcation presents the maximum challenges when anesthesia with one lung ventilation is contemplated.\[[@ref3][@ref4]\] The anatomical variation prevents the use of DLT for one-lung ventilation.

In our case, the correct placement of DLT was not possible because right upper lobe was not getting ventilated. A bronchial blocker on the left side was also not possible as the mass was too close to the carina in the left main bronchus. We successfully and uneventfully conducted the case after removal of the DLT and reintubating with 8 mm single lumen cuffed endotracheal tube and using low tidal volume ventilation. The soiling of the right lung was prevented by repeated suctioning of the airway, and an attempt was made to clamp the left main bronchus as early as possible.

Our purpose of reporting this case was to highlight the importance of seeing the preoperative bronchoscopy or reconstructing the virtual bronchoscopy images from the preoperative computed tomography scan if the software is available, before planning one lung anesthesia. This can definitely help in the better planning of anesthetic management in such cases.
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